DEPARTMENT OF HEALTH AND BUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB No. 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publicafly Financed Insurance in
Addendum to DUA for __ Massachusetts Health Care Expenditures.” . If this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number here: . The following individual(s)
may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement
to the terms of this Data Use Agreement:

»MI‘C,}’\Q/@. 'qr’?&/f/\SdN / ﬁ‘f)f)r&mml?&

Name and Title of Individual typed or printed)

Task / Role of this individual in this project Company / O/r_ggmization
8 G At A’AA-._VCT OHC

Street Add !

p &j*:m W
City State ZIP Code

@ Kbern M) o2l e

Office Telephone (n'nc!ude Area Cods) - E-Mail Address {If applicable) ' .

bt 9kF T2 Hlbke/e . ﬂﬂab/_wh ) \\-L,/C?. A, ]
Sx nature of Nld I Date |
Signature of CMS F{epreseniatsve Date
Signature of CMS Project Officer (i applicabls) Date

Name and Title of Individual #typed or printed)

Task / Role of this indjvidual in this project _ Company / Organization
Street Address

City State ZIP Code
Office Telephone (include Area Code) E-Mail Address ¢f appficable)
Signature of Individual _ Date

Signature of CMS Representative _ Date

Signature of CMS Project Officer ¢f applicable) Date

According fo the Paperwork Reduction Act of 1995, no persons are required 1o respond ta a collection of information unless it displays a valid OMB control number. The vaiid
OMB control number for this Information callection is 0938-0734, The time required to complste this information coflection is estimated to average 30 minutes per response,
including the time to review instructions, search existing daia resources, gather the data needed, and complete and review the information collection. If you have any comments
concerning the accuracy of the time estimate{s) or suggesticns for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: Reports Clearance Officer, Baltimore,
Maryland 21244-1850.

Form CMS-R-0205A [03/08) EF 03/2006 : 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FGR MED!CARE & MEDICAID SERVICES

Form Approved
OMB No. 0838-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publically Financed Insurance in

Addendum to DUA for -

Massachusztts Health Care Expenditures.”

. If this is an addendum to a previously

approved DUA, insert the EMS asswgned DUA number here:

. The following individual(s)

may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement

to the terms of this Data Use Agreement;

Name and Title of Individual fyped or primted)
John Cai

Task / Role of this individual in this project
Analyst

Company / Organization
Division of Healthcare Finance and Policy

Street Address
2 Boylston Street

City State
Boston '

ZIP Code
MA 02116

Office Tele ghone Include Area Code)

E-Mail Address (if applicable}

(617)98 john.cai@state.ma.us
Signature of Indiyd y Date
i ﬂﬁi - 06/09/2010
/ Signature of' CMS Representative Date
Signature of CMS Project Officer (f appiicabie) Date

Name and Title of Individual (typed or printed)

Task / Role of this individual in this project

Company / Organization

Street Address

City . State

ZIP Code

QOffice Telephone (nciude Area Code)

E-Mail Address Jif applicable}

Signature of Individual Date
Signature of CMS Representative Date
Signature of CMS Project Officer {if applicable)

Date

According to the Paperwork Reduction Act of 1895, no persons are required to respond to a collection of information unless it displays a valid OMB confrol number. The valid
OMS control number for this information collection is 0838-0734. The ime required to complete lhis infarmation coltection is estimated to average 30 minutes per response,
including the time to review instructions, search exisling data resources, gather the data needed, and complete and review the information collection. if you have any comiments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to; CMS, 7600 Security Boulevard, Atin: Reports Clearance Officer, Baltimore,
Maryland 21244-1850. )

Form GMS-R-0235A (03/06) EF 03/2006 1




]
:

DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMDB No, 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publically Financed Insurance in
Addendum to DUA for __ Massachusetts Health Care Expenditures.” . If this is an addendum to a previously
approved DUA, insert the CMS assigned DUA number here: . The following jndividual(s)
may/will have access to CMS data that is being requested for this agreement Their signatures attest to their agleement
to the terms of this Data Use Agreement:

Name and Title of Individual (typed or printed)
Chris Campeau _

Task / Role of this individual in this project Compara/ / Olrjqanizaiion
Software Engineer CF
Street Address
2 Boylsion Street
City State ZIP Code
Boston MA 02114
fiice Tele hone {.'nclude Area Code} E-Mail Address (if appficable)
@17 65857 -
i

Signature of Individual i Date

) 06/07/2010
Signature of CMS Representative Date
Signature of CMS Project Officer (if appiicable) Date

Name and Title of Individual gyped or printed)

Task / Role of this individual in this project Company / Organization
Street Address

City 7 State g ZIP Code
Office Telephone (include Area Code) E-Mail Address (If applicable)
Signature of Individual Date

Signature of CMS Representative Date

Signature of CMS Project Officer (if appficable) Date

According 1o the Paperwork Reduction Act of 1995, no persons are required to respend to a collection of information unless it displays a valld OMB control number. The valld
OMB control number for this information coflection is 0938-0734. The time required lo complete this information collection ls estimated to average 30 minutes per respense,
including the time 1o review instructions, search existing data resources, gather the data needed, and complete and review the information collection. if you have any comments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: Reports Clearance Officer, Baltimors,
Marytand 21244-1850.

Forrm CMS-R-0235A (03/068) EF 03/2006 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

ADDENDUM TO DATA USE AGREEMENT (DUA)

Form Approved
OME No. 0938-0734

MA DHCTPs “The Picl)ie. of Publically Financed Insurance in o )
Addendum to DUA for | Massachusetis Health Care Expenditures.” . If this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number here: . The following individual(s)
may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement

to the terms of this Data Use Agreement:

Name and_Title of Individual @yped or pn’ntedr

Michael Cheung, Health Policy Analyst

Task / Role of this individual in this project
Programmer, Analyst

Caompany / Organization

Street Address
2 Boylston Street 5th Floor

City ~ - State
Boston

ZIP Code
MA 02111

Office Telephone fnclude Area Cods)
(617) 988-316

E-Mail Address (if applicable,
Michael.Cheung@hct.state.ma.us

Signature of Individual _ Date
Micko,) S0aus C6/0812010
Signature of CMS Representative Date
Signature of CMS Project Officer (i appiicabie) Date

Name and Title of Individual (typed or printed)

Task / Role of this individual in this project

Company / Organization

Street Address

City : State

ZIP Code

Office Telephone (include Area Code)

E-Mail Address (7 applicable)

Signature of Individual Date
Signature of CMS Representative Date
Signature of CMS Project Officer (¥ applicable) Date

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid
OMB conirol number for this information collection is 0838-0734. The time required to complete this infarmation collection is estimated to average 30 minutes per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information callection. If you have any cormments
conearning the accuracy of the time estimate(s) or suggestions for improving this farm, please write to: CMS, 7500 Security Boulevard, Atth: Reporis Clearance Officer, Baitimore,
Maryland 21244-1850.

Form CMS-R-0235A (03/06) EF 03/2006 . 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No., 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publically Financed Insurance in

: ealth Care E itures.”
Addendum to DUA for ~_ M?ssachusqt_ts___ﬁga th Care Expenditures

. If this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number here:

. The following individual(s)

may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement

to the terms of this Data Use Agreement:

Name and Title of Individual (typed or printed)
Stacey Eccleston

Task / Role of this individual in this project
Manager of Health Care Cost Containment

Company / Organization . .
Division of Healthcare Finance and Policy

Street Address
2 Boylston Street
City State ZIP Code
Boston MA 02116
Office Telephone grfclude Area Code) E-Mail Address ¢f applicable)
(617) 988-327 stacey.eccleston@state.ma.us
gnafure of Indétidya;ﬁ Date
~ . . 06/09/2010
%{: Coe N g T -
Signature of CMS Representative Date
Signature of CMS Project Officer (if appiicabie) Date
Name and Title of Individual {tvoed or printed)
Task / Role of this individual in this project Company / Organization
Street Address
~ City St.ate ZIP Code

Office Telephane (inciude Area Code}

E-Mail Address (if applicable)

Signature of Individual Date
Signature of CMS Representative Date
Signature of CMS Project Officer (i applicable) Date

According to the Paperwark Reduction Act of 1895, nd persons are required to respond to a collection of information uniess it displays a valld OMB control number, The valid
OMB control number for this Infarmation collection Is 0938-0734. The time required to complete this informafion collection is estimated to average 80 minules per response,
including the time to review instructions, search exlsting data resources, gather the data needed, and complete and review the informatlon collecticn. If you have any comments
concerning the accuracy of the ime estimate(s) or suggestions for Improving this form, please write to: CMS, 7500 Security Boulevard, Attn: Reports Clearance Officet, Baliimore,
Maryland 21244-1850.

Form CMS-R-0236A (03/06) EF 03/2006 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
COMB No. 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publically Financed Insurance in
Addendum to DUA for _ Massachusetts Health Care Expenditures.”

~. I this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number here:

. The following individual(s)

may/will have access to CMS data that is being requested for this dgreement Their signatures attest {o their agreement

to the terms of this Data Use Agreement:

Name and Title of Individual gyped or printed}

Thomas S Falejlc.
Task / Role of this individual in this project Company / Organization
[etrdta s A pinstveds i DrcrFp
Street Address
LBoy(sten Stveet
City 7 State ZIP Code
%051 ow Me 02 jlln

Office Telephoné {include Area Cods)

6/7- 988 -3/%7

E-Mail Address ¢ applicable)

Themes . ~ace tla @ 5#«1)@ Wa . J6

ignature of Individual @
[ FPaipiQe—

Date

Signature of CMS Representative

Cbloz/ 2000
Date ¢ /

Signature of CMS Project Officer (if applicabla)

Date

Name and Title of Individual typed or printeq)

Task / Role of this individual in this project

Company / Organization

Street Address

City State

ZIP Code

Office Telephone {nclude Area Code}

E-Mail Address {f applicable)

Signature of Individual Date
Signature of CMS Representative Date
Signature of CMS Project Officer ¢f applicable} Date

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information untess it displays a valid OMB control number. The valid
OM2 control number for this information collection is 0938-0734. The Hime raquired to complete this information coflection is estimated to average 30 minutes per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. ¥ you have any comments
soncerning the accuracy of the time estimate(s) or suggestions for Improving this form, please write to: CMS, 7500 Security Boulevard, Attn: Reports Clearance Officer, Baltimors,
Maryland 21244-1850,

Form CMS-R-0235A (03/06) EF 03/2006 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MaA DHCFP’s “The Role of Publically Financed Insurance in

Addendum to DUA for

Massachusetts Health Care Expenditures.”

. If this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number here:

. The following individual(s)

may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement

to the terms of this Data Use Agreement:

Name and Title of individual (typed or prinfed)

ROGER =

Tagk / Role of this individual in this project

Company / Organization

SOFTWERS AR tH i r;,cr My ce  PHK F’/

Street Address

)y @c}\/[g‘rou ST -

Cit State ZIP Co
osTon n A o U é

Office Telephone (nclude Area Code)

£1) - 988 -31872

(n‘f ap,ofrca fe)

5TATEL 8. U6

?i; i Address

Signtefof Enldwlgua—l?/—]-/é

Daieé;/g/fo

Signature of CMS/Representative

3

Date

Signature of CMS Project Officer 4r applicabie)

Date

Name and Title of Individual pyped or printed)

Task / Role of this individual in this project

Company / Organization

Street Address

City State

ZIP Code

Office Telephone @include Area Codle)

E-Mail Address {f applicable)

~ Signature of Individual Date
Signature of CMS Representative Date
Signature of CMS Project Officer (if applicabls) Date

According to the Paparwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number, The valid
OMB control number for this information colflection is 0838-0734. The time required to complete this information collection is estimated 1o average 30 minutes per response,
including the time to review instructions, search existing data rescurces, gather the data needed, and complete and review the information coltection. if you have any comments
cencerning the accuracy of the time estimate(s) or suggestlons for improving this ferm, please write to: CMS, 7500 Security Boulevard, Atin: Reports Clearance Officer, Ballimore,
Maryland 21244-1850.

Form CMS-R-0235A (03/06) EF 03/2006 i




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

~ Form Approved
‘OMB No. 0938-0734

. Office Telephone (include Area Cods)

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publically Financed Insurance in

Massachusetis Health Care Expenditures.” .. e L
Addendum to DUA for . If this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number here: . The following individual(s)
may/will have access to CMS data that is being requested for this agreement, Their signatures attest to their agreement
to the terms of this Data Use Agreement: ‘

Name and Title of individual (typed or printed)
Michael Grenier, Pricing Policy Manager

Task / Role of this individual in this project Company / Organization

Manager of payment reform projects Division of Health Care Finance and Policy
Street Address

2 Boylston Street

City State ZiP Code

Boston MA 02116

Office Telephone gncfude Area Code) E-Mail Address {fap I.’cabieij

(617) 988-319 michael.grenier @state.ma.us

: p .
Signatuke of Inflividu Date
)m\/\., o 06/23/2010
rd
Signkiure of CMS Representative Date
Signature of CMS Project Oftficer (i appiicable) Date

Name and Title of Individual (typed or printed)

Task / Role of this individual in this project -| Company / Organization

Street Address

City State ZIP Code

E-Mail Address (i applicabie)

Signature of Individual Date
Signature of CMS Representative Date
Signature of CMS Project Officer {if applicabie) Date

According to the Paperwork Reduction Act of 1995, ne persons are required to respond to a cellection of information unless i displays & valid OMB gontrol number. The valid
OMEB controi number for this information collection s 0938-0734, The time required to complete this information collection s estimated to average 30 minutes per response,
inchding the time fo review instructions, search existing data resources, gather the data needed, and complete and review the information collection. if you have any comments
conceming the aceuracy of the time estimata(s) o suggestions for improving this form, please write lo: CMS, 7600 Security Boulevard, Aitn: Reports Clearance Officer, Baltimore,
Maryland 21244-1850.

Form CMS-R-0235A (03/06) EF 03/2008 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Farm Approved
OMB No, 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publically I inanced Insurance in

Addendum to DUA for -

Massachti:“;'étts Health Care Expenditures.”

. If this is an addendum to a previously

approved DUA, insert the CMS dSSIgﬂed DUA number here:

. The following individual(s)

may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement

to the terms of this Data Use Agreement:

Name and Title of Individual (t \; ed or printed)
GETACHEW HABTEH-YIMER

Task / Role of this individual in this project
Analyst

Company / Organization
Division of Heaithcare Finance and Policy

Street Address
2 Boylston Street

City State

Boston

ZIP Code
MA 02116

Office Tele ghone (include Area Coda)
(617) 98

E-Mail Address 4 B pplicaple)
getachew.habte -ylmer@state ma.us

Sig\?%ture f Individual Date 0
/N /[E b L), it 06/09/2010
Slgnature of CMS Hepresentatwe Date
Signature of CMS Project Officer (f applicable) Date

Name and Title of Individual (typed or printed)

Task / Role of this individual in this project

Company / Organization

Street Address

City State

ZIP Code

Office Telephene (inciude Area Code}

E-Mail Address (i applicable)

Signature of Individual Date
Signature of CMS Represeniaﬁ\}é"" - Date
Signature of CMS Project Officer (f applicable) Date

According to the Paperwark Redtction Act of 1995, no persons are required to respond 1o a collection of information unfess it displays a valid OMB control number, The valid
OMB control number Tor this information collection is 0938-0734. The time required to complete this information collection is estimated to average 30 minges per response,
including the time to review instructions, search exlsting data resources, gather the data needed, and complete and review the information callection, If you! have any comments
conceriing the accuracy of the time estimata(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: Reports Clearance Officer, Baltimore,
Maryland 21244-1850.

Form CMS-A-0235A (03/06) EF 03/2006 . .. . B . . 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES (OMB No, 08380734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publically Financed Insurance in
Addendum to DUA for _ Massachusetts Health Carc Expenditures.” . If this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number here: . The following individual(s)
may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agrecment
to the terms of this Data Use Agreement:

Name and Title of Individual ¢typed or printed)
Elizabeth Harney / Project Leader

Task / Role of this individual in this project Company / Organization -
IT Project Leader Commonwealth of Massachusetts / DHCFP
Street Address
2 Boylston Street / 5th Floor
City State ZIP Code
Boston MA 02116
Office Telgy hone Include Area Code) E-Mail Address (f applicable)
(617 988- betty.harney@state.ma.us

e of Endmdual Date

(:7 -4 - Ao O

Signature of EMS Representatwe Date
Signature of CMS Project Officer 4r applicable) Date
Name and Title of Individual (tvped or printed)
Task / Role of this individual in this project Company / Organization
Street Address
City State ZIP Code
Office Telephone (nclude Area Codle) E-Mail Address 4rf applicabie}
Signature of Individual Date
Signature of CMS Representative Date -
Signature of CMS Project Officer (i appiicable) Date

According to the Paperwork Reduction Act of 1995, no persons are required to respend 1o a callection of information uniess it displays a valid OMB control numbar. The valid
CMB controd numbay for this Infermation collection is 0938-0734. The time required to compilete this information collection is estimated te average 30 minutes per rasponse,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. if you have any comments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CM3, 7500 Security Bowtevard, Atin: Reparts Clearance Officer, Baltimore,
Maryland 21244-1850.

Form CMS-R-0236A {03/068) EF 03/2006 ' 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0838-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

Addendum to DUA for

MA DHCFP’s “The Role of Publically Financed Insurance in

. If this is an addendum to a previously

approved DUA, insert the SFESSSKILASH TSR HIBE? here:

. The folowing individual(s)

may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement

to the terms of this Data Use Agreement:

Name and Title of individual (tvped or printed)
Young Joo, Health Policy Analyst

Task / Role of this individual in this project

Company / Organization

Analyst MA Division of Health Care Finance and Policy
Street Address
2 Boyiston Street
City | State ZIP Code
Boston MA 02116
Office Teleghone {include Area Code) E-Mail Address (if applicable}
(617) 988-3241 young.joo@state.ma.us
S/gﬁature ° W 0610412010
e
%;nature 0(’ C)/l? Representative Date
Sighature oPEMS Project Officer (7 applicable) Date
Name and Title of Individual gyped or printed)
Task / Role of this individual in this project Company / Organization
Street Address
City State ZIP Code

Office Telephone {Include Area Code)

E-Mail Address #f applicable}

Signature of Individual Date
Signature of 'CMS Representative Date
Signature of CMS Projact Officer (if applicable) Date

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a coflection of information unless it displays a valid OMB control number. The vaiid
OMB canirot number for this information collection is 0938-0734. The time required fo complete this information collection is estimated to average 30 minuies per response,
including the time 1o review instructions, search existing data resources, gather the data needed, and complate and review the information collection. if you have any cormments
concerning the accuracy of the ime estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: Reperts Clearance Officer, Baltimore,
Maryland 21244-1850.

Form CMS-R-0235A {03/08) EF 03/2006 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

' MA DHCFP’s “The Role of Publically Fizanced Insurance in S )
Addendum o DUA for __ Magsachusetts Health Care Expenditures,” . If this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number here: . The following individual(s)
' may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agrecment
to the terms of this Data Use Agreement:

Narpge and Title of Individual typed or printed)

(e leane
Task fiRole of this individual in this project Conﬁny / Organization

20 leationr M Avager S on %/Emm szc %nmﬂ Ay
Street Address 5 J

’EGM\ \ Q"—{—D’\ 3 ‘ FPG"D{

City . State ZIP Code
S M A Odily

Office Telephone {include Area Code} E-Mail Address (i applicabie)

f’.? GEP - 3;74— CL\.F.A'S; k,ﬁ/%pS’/'c‘«_k»-‘M&LgM.C

Slgna%%%/ Date (O e )\;- N

Signature of CM$ Répresentative Date

Signature of CMS Preject Officer gf applicable) Date

Name and Title of Individual (fvped or printed)}

Task / Role of this individual in this project | Company / Organization
Street Address

City State Z;P Code
Cffice Telephone (include Area Code) E-Mail Address (if applicable)
Signature of Individual _ Date

Signature of CMS Representative Date

Signature of CMS Project Officer {f applicable) Date

According to the Paperwork Reduction Act of 1895, no persons are required to respond 1o a colfection of information unless it displays a valid OMB conttol number, The valid
OMB control number for this Information coliection Is 0938-0734. The time required to complete this information coltection is estimated to average 30 mirutes per response,
including the time 1o review instructions, search existing data resources, gather the dala peeded, and complete and review the information collectien. If you have any comments
concerning the accuracy of the time estimata(s) or suggestions for impraving this form, please write to: CMS, 7600 Security Boulevard, Attn: Reports Clearance Gfficer, Baltimore,
Maryland 21244-1850.

Form CMS-R-0236A {03/06) EF 03/2006 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB Neo. 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Rele of Publically Financed Insurance in

Addendum to DUA for

Massachusetts Health Care Expenditures.”

. If this is an addendum to a previously

approved DUA, insert the CMS assigned IDUA number here:

. The following individual{s)

may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement

to the terms of this Data Use Agreement:

Name and Title of individual @vped or printed)
Michael Lichtman Database Adelnlstrator

Task / Role of this individual in this project
DBA

Company / Organization
Commonwealth Of Mass DHCFP

Street Address
2 Boylston St.

City State
Boston

ZIP Code

MA 02116

(Office Telephone (nclude Area Code)

(617) 988-315

E Mail Address (if applicable)
michael.lichtman@state.ma.us

Slgnature of indlwdual e %86?08/201 0
DNt Ly 07

Signature of CMS Répresentative Date
Signature of CMS Project Officer {if applicable) Date

Name and Titte of Individual gyped or printed)

Task / Role of this individual in this project

'Company / Organization

Street Address

City State

ZIP Code

Office Telephone (nclude Area Code)

E-Mail Address (if applicabia)

Signature of Individual Date
Signature of CMS Representative Date
Signature of CMS Project Officer (f applicable) Date

According to the Paperwork Reductlon Act of 1985, no persans are required to respond o a collection of information uniess it displays a valid OMB control number. The valid
OMB control number for this information: collection s 0938-0734. The time reguired o complete this Information collection s estirated to average 30 minutes per rasponse,
Including the time to review Instructions, search existing data resources, gather the data needed, and complete and review the information collection. ¥ you have any comments
concerming the accuracy of the time estimate(s} or suggestions for improving this form, please write to: CMS, 7500 Security Bowlevard, Aitn: Reports Clearance Officer, Baltimore,
Maryland 21244-1850.

Form CMS-R-0235A {03/06) EF 03/2006 1




DEPARTMENT OF HEALTH AND HUMAMN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0838-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DECFP’s “The Role of Publically Financed Insurance in

Massachusetts Health Care Expenditures.”

Addendum to DUA for

. If this is an addendum to a previously

approved DUA, ingert the CMS assigned DUA number here:

. The following individual(s)

may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement

to the terms of this Data Use Agreement:

Name and Title of Individual gyped or prfnteg .
Sonja Lee-Austin _ Health Policy Analyst

Task / Role of this individual in this project

Company / Organization

Analyst MA Division of Health Care Finance & Policy
Street Address
2 Boylston St., 5th Floor
City ‘ State ZIP Code
Boston MA 02116
Office Telephone (include Area Cods) E-Mail Address (f applicable
(617) 566-511% Sonja.Lee-Austin@state.ma.us
Signatyre of Individual Date
,gﬁ‘w)(m a& Q.A-\Jth 06/04/2010
Signature of\3MS Represeniative : Date
Signature of CMS Project Officer (if applicable) Date
Name and Title of Individual dyped or printed)
Task / Role of this individual in this project Company / Organization
Street Address
City State ZIP Code

Office Telephone (include Area Code)

E-Mail Address (if applicable)

Signature of Individual Date
Signature of CMS Representative Date
Signature of CMS Project Officer (f applicabie) Date

According to the Paperwork Reduction Act of 1995, no persons are reguired 16 respond to a collection of information unless it displays a valid OMB control number, The valid
OMB control number for this information coflection is 0838-0734. The time required to complete this information collection is estimated to average 30 minutes per response,
including the time 10 review instructions, search existing data resources, gather the data needed, and complete and review the infeymation collection. If you have any comments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please wiite to: CMS, 7500 Security Boulevard, Attn: Reports Clearance Officer, Baltimore,
Maryland 21244-1850.

FForm CMS-R-0235A (03/06) EF 03/2006 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES ' " Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

. MA DHCFP’s “The Rols of Publically Financed Insurance in L .
Addendum to DUA for _ Massachusets Health Gare Expenditures.” : . If this is an addendum to a previously

approved DUA, insert the CMS assigned DUA ndmber here: . The following individual(s)
may/will have access to CMS datd that is being requested for this agreement. Their signatures attest to their agreement
to the terms of this Data Usc Agreement:

Thintare Maea M

Name and Title of Individual [Styped or ptinted)
Director of Health Care Data Analytics

Task / Role of this individual in this project ComEany / Organization
HC
Street Address
2 Boylston St.
City ) State ZIP Code
Boston : ' MA 02116

Office Telephone (nclude Area Code)- ==+ - E-Mall Address (if applicable)
(617) 988-315 . - . -} thinzar.min @ state.ma.us

0\
Signature of Individual i Date .
NN cle o
Signature of CMS Representative N Date
Signature of CMS Project Officer (if applicable) Date

Name and Title of Individual (tvped or printed)

Task / Role of this individual in this proj‘ect | Company / Organization
Street Address

City State ZIP Code
Office Telephone (nciude Area Cade) E-Mail Address (If applicable)
Signature of Individual Date

.Signature of CMS Representative Date

Signature of CMS Project Officer (tk app/fca;bie) — Date

According to the Paperwork Reduction Act of 1895, no persens are required to respond to a collection of information unless it displays a valid OMB controi number. The valid
OMB control number for this information collegtion is 0938-0734. The time required 1o complete this information collection is estimated to average 30 minutes per response,
including the time to review instructions, search existing data rescurces, gather the data needed, and complete and review lhe information collection. If you have any comments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Altn; Reporis Clearance Officer, Baltimore,
Maryland 21244-1850.

Form CMS-R-0235A (03/06) EF 03/2006 . 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES ' Form Approved
CENTERS FOR MEDIGARE & MEDICAID SERVICES : OMB No. 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publically Financed Ins.urance in
Addendum to DUA for _ Massachusetts Fealth Care Expenditurcs. . If this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number here: . The following individual(s}
may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement
to the terms of this Data Use Agreement:

Name and Title of Individual ftyped or printed)

LALITA PULAVARTI
=)
Task / Role of this individual in this project Company / Organization .
Analyst/Principal Tester DHCFP/Heaith Data Analytics
Sirest Address
2 Boylston Street, 4th Floor
City ' State ZIP Code
Boston MA 02116
Office Telephone g)ncfude Area Code) E-Maif Address (if applicable) .
(617) 988-311 : Lalita.Pulavarti@state.ma.us
Signature of Individual 2/ W p Date
otﬁ/éﬂ/ : 06/04/2010
Signature of CMS Representative Date
Signature of CMS Project Officer (f applicable) Date
Name and Title of Individuat @yped or printed)
Task / Role of this individual in this project “1 Company / Organization
Street Address
City State ZIP Code
Cffice Telephone {include Area Cods) E-Mail Address (if applicable)
Signature of Individual Date
Signature of CMS Representative Date
Signature of CMS Project Officer (f appiicabls) Date

Aceording to the Paperwork Rediction Act of 1995, no persons are required to respond to & coliection of Information uniess it displays a vafid OMB conirol number. The valid
OMB control number for this information cofiection is 0938-0734. The time required to complete this information cellection is estimated to average 30 minutes per response,
including the time to review instructions, search existing data resources, gather the data needad, and complete and review the information collection. If you have any comments
concerning the accuracy of the time estimate(s) or suggestions foy improving this form, please write to: CMS, 7500 Securlty Boulevard, Atin: Reports Clearance Officer, Baltimore,
Maryland 21244-1850.

Form CMS-R-0236A (03/06) EF 03/2006 1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB No. 05380734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publically Financed Insurance in
Addendum to DUA for Massachusetts Health Care Expenditurcs. . If this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number here: . The following individual(s)
may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement
{0 the terms of this Data Use Agreement:

Name and Title of Individual ¢typed or printed)
Marjorie Radin

Task / Role of this individual in this project Company / Organization
Claim-level analysis : Division of Health Care Finance and Policy
Street Address
2 Boylston Street
City State ZIP Code
Boston MA @ 02116
Office Tele hone Include Area Code) E-Majl Address, (if applicable)
(617) 988- marjorie.radin@state.ma.us
Signatirg, of Endwsdu ' Date
06/10/2010
Signature of C)JIS Representative .| Date
Signature of CMS Project Officer ¢ applicable) Date

Name and Title of Individual ftyped or printed;

Task / Role of this individual in this project _ *| Company / Organization
Street Address

City State ZIP Code
Office Telephone finclude Area Code} E-Mail Address (f applicabie)
Signature of Individual : Date

Signature of CMS Representative | Date

Signature of CMS Project Officer ¢ appficabie} Date

According to the Paperwork Reduction Act of 1995, no persons are required to respand 10 a collection of information unless il displays a valid GMB control number. The valid
OMB control nimber for this information collection is 0938-0734. The fime required to complete this information collection is estimated to average 30 minutes per response,
including the time to review instructions, search existing data resources, gather the data needed, and cornplete and review the information collection. i you have any comments
concerning the accuracy of the ime estimate(s) or suggestions for improving this form, piease write to: CMS, 7500 Security Boulevard, Attn: Reports Clearance Officer, Baltimore,
Maryland 21244-1850.

Form CMS-R-0235A {03/06) EF 63/2006 1




DEPARTMENTY OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Farm Approved
OMB No. 0R38-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publically Financed Insurance in

Addendum to DUA for Massachusetts Health Care Expenditures.”

. I this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number here:

. The following individual(s)

may/will have access to CMS daia that is being requested for this agreement. Their signatures attest to their agreement

to the terms of this Data Use Agreement:

Name and Title of Individual typed or printed)
\ MU Snna ,Qm L7z

\'\ 0 D\ﬂ"(%r‘ c%j DCK‘QTW/\C&ﬂCQ, HQ[)\LMQW\(JOQ

Task / Role &?f this individual in this project

Company / Organization

@\mrec)\’ %mmg\c mmdeg(emch

Sireet Address

Q\ %C)u lﬂ-bﬁ S‘\‘

Dision, o&z Hﬂo,dﬁux (ruf‘ g}nmmo and t%hu\f

Cit ) State
)2330531‘01“\ : HCA

ZiP Code

O

Office Telephone finclude Area Cods)

7 985 - 2™

E£-Mail Address (if applicable)

Quiny. pedecz @ Sade ma UsS

Date

@’7/!()

Slgnatur ¢ of CMS Re;@entatnve

Date '

Signature of CMS Project Officer (if appiicable)

Date

Name and Title of Individual (typed or printed}

Task / Fole of this individual in this project

-1 Company / O’rgahization

Street Address

City . _ State

ZIP Code

Office Telephone (include Area Cods)

E-Mail Address {if applicable)

Signature of Individual Date
Signature of CMS Representative Date
Signature of CMS Project Officer ¢ applicable) Date

According to the Paperwork Reduction Act of 1995, no persons are reguired to respand to a coffection of information unless it displays a valid OMB control number. The valid
OMB control number for this information collection is 0938-0734, The time required to complete this information collection is estimated to average 30 minutes per response,
including the time to review instiuctions, search existing data resources, gather the data needed, and complele and review the information collection. If yeu: have any comments
concerning the accuracy of the time estimate{s) or suggestions for improving this form, please wiite 1o: CMS, 7500 Security Boulevard, Aitn: Reports Clearance Officer, Baltimore,
Maryiand 21244-1850.

Form CMS-R-0235A (03/08) EF 0372006 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Pubiically Financed Insurance in

Addendum to DUA for

Massachusetts Health Care Expenditures.”

. If this is an addendum to a previously

approved DUA, insert the CMS assigned DUA number bere:

. The following individual(s)

may/will have access to CMS data that is being requested for this agreement, Their signatures attest to their agreement

to the terms of this Data Use Agreement:

Name and Title of Individua) ftyped or printed)
Paul Smith / Health Policy Analyst

Task / Role of this individual in this project
Analyst, Principal Tester

Company / Organization ) _
MA Division of Health Care Finance and Policy

Street Address
2 Boylston St

Sobton e MA 2IF Code 02116
T e S Sae e s
B it L

Signature of CMS Representative Date

Signature of CMS Project Officer ¢f applicable) Date

Name and Title of Individual fyped or printed}

Task / Role of this individual in this project -} Campany / Organization

Street Address

City State Z|P Co&e

Office Telephone gnclude Area Cods)

E-Mail Address (If applicable)

Signature of Individual Date
Signature of CMS Representative Date
Date

Signature of CMS Project Officer ¢f applicable)

According fo the Paperwork Reduction Act of 1095, no persons are regutired io respond to a collection of information unless it displays a valid OMB control number. The valid
OMB control number for this informalion coflection is 0938-0734. The time required to complete this information collection is estimaled to average 30 minutes per response,
including the time 1o review instructions, search existing dala rasources, gather the data nesded, and complete and review the information collection. If you have any comments
cohcerming the accuracy of the time estimate{s) or suggestions for improving this form, please write to: CMS, 7500 Security Beulevard, Attn; Reporls Clearance Officer, Baltimore,
Maryland 21244-1850, ’ -

Form CMS-R-0235A (03/06) EF 03/2008 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB Nao. 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of ?1}b§i_cal_ly Financed Insurancein
Addendum to DUA for _Massachusitts Health Care Expenditures.” . If this is an addendum to a previously
approved DUA, insert the CMS assignéd DUA numbei-here: . The following individual(s)
may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement
to the terms of this Data Use Agreement:

Name and Title of Individual (tvped or printed) /\/%o; l/u. . V% % M ‘/f /\07 Z gj 5 7L

v

Task / Role of this individual in this project _ Company / Orgamzatlon
ﬂf"‘"—%-‘; /W”C/fﬂj eém h\/.s.«m ;\M (a2 an Mgg//ﬁ
S ‘
treetAddreéé /5 % ; 7’ V
Ci ZIP Ced
” gc,gg,am = T sal G

Office Telephone finclude Area Code} Sl T | E-Mail Address (if applicable
6/7- 758 -3/ ’70 | nﬁ.a\,\/:«wrzgtg Spélpé,eamf(, w S

Signature of Individual W Date (/ / .
0@ A 7%20 /O
_ =

Signature of CMS Represefitative / Date

Signature of CMS Project Officer (if applicable) Date

Name and Title of Individual gyped or printed)

Task / Role of this individu’al in .’(_h‘is project ‘ i  Company / Organization
Street Adaress

City State ZIP Code
Office Telephone (include Area Code) E-Mail Address (If applicable}
Signamre of Individual _ Date

Signature of CMS Fiepresehtaiive . o 'D-ate

Signature of CMS Project-‘O'_fficer'ﬂ;;}Sﬁggébfe):_ A_ ) | Date

According to the Paperwork Reduction Act of 1995, no persons are required to respond te a collection of information unless it displays a valid OMB contrel number. The valid
OMB control number for this information collection is 0938-0734, The time réquired to complete this Information collection is estimated 1o average 30 minutes per response,
including the tirme to review instrugtions, search existing daia resources, gather the data needed, and complete and review the information collection. If you have any comments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Secuwrity Boulevard, Atin: Reports Clearance Officer, Baltimore,
Maryland 21244-1850.

Form CM8-R-0235A (03/06) EF 03/2006. . . ' o 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES . - L Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES o e : OMB Ne. 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCYFP’s “The Role of Publically Financed Insurance in
Addendum to DUA for .+ Magsachuselts Health Care Expenditures ” . If this is an addendum to a previously
approved DUA, insert the CMS assigned DUA number here: . The following individual(s)
may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement
to the terms of this Data Use Agreement;

Name and Title of Individual tvped or prirted)

Julia Wenger o

Task / Role of this individual in thas pro;ect . -}.Company / Organization

Analyst Division of Healthcare Finance and Policy
Street Address

2 Boylston Street

City State ZIP Code

Boston : _ MA 02116
Office Tele ghone {Inciude Area Code) : E- Mall Address {r applicable)

(617) 98 julia.wenger@state.ma.us

%;gnatu e of Individual Date

LA I\JV“ 06/09/2010

S;f;nature of CMS Representative - . Date

Signature of CMS Project Ofﬁcer (Jfappﬁcabféj I Date

Name and Title of Individual typed or printed)

Task / Role of this individual in this project Company / Organization
Street Address

City — State _ ZIP Code
Office Telephone (include Aree;é}bde)' — '-‘M‘E—Mail Address (I applicable}
Signature of Individual Date

Signature of CMS Representative : Date

Signature of CMS Project Officer (i applicable) Date

According to the Paperwork Reduction Act of 1895, na persons are required to respond to’a Collection of information unless it displays a valid OMB condrot number. The valid
OMB cantrol number for this information coflection is 0938-0734. The time required to complats this information collection is estimated to average 30 minutes per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information coliection. If you have any comments
cencerning the accuracy of the time estimate(s) or suggestions for Improving this form, please write ta; CMS, 7500 Securlty Boulevard, Atin: Reports Clearance Officer, Baltimore,
Maryland 21244-1850.

Form CMS-R-0235A (03/06) EF 03/2006 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES | ' Farm Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES ) OMB Na. 0938-0734

ADDENDUM TO DATA USE AGREEMENT (DUA)

MA DHCFP’s “The Role of Publically Financed [nsurance in o
Addendum to DUA for __ Massachusetts Health Care Expenditures,” , If this is an addendum to a pl‘EViOUSiy

approved DUA, insert the CMS assigned DUA number here: . The following individual{s)
may/will have access to CMS data that is being requested for this agreement. Their signatures attest to their agreement
to the terms of this Data Use Agreement:

~ Name and Title of Individual ftyped or printed) .
ey -
Decyih Hee Al
Task / RQ§Of this individual in this/pro;'ect Company / Organization

nAEN S DIVISio HEATE [ ALE Hrade AN

(OC\{'AMW

Street Address r f’.l}'bi(»—]
2 B ST STAFE T, foplsAf i tinde
City ' State ZIP Code
(8 st W/ A4 o 24| &
Office Telephone (include Area Code) E-Mail Address (ir applicable)
t1) . a%% . 32R | NErsr A . WD A (B KT ATE. A S
Sighature of Individual ' Date ,é t
MM o kO [8]200
Signature of CMS Reprefentative ¢ Date
Signature of CMS Project Officer ¢ applicable) Date

Name and Title of Individual gyped or printsd)

Task / Role of this individual in this project ,Company / Organization
Street Address

City State ZIP Code
Office Telephone (include Area Code) E-Mail Address @f appficabls)
Signature of Individual s Date

Signature of CMS Representative Date

Signature of CMS Project Officer (if appiicable) Date

According fo the Paperwork Reduction Act of 1995, no persons are required to respend 1o a coflection of Information uniess it displays a valld OMB control number. The valid
OMB control sember for this information collection s 0938-0734. The ime required to complete this information collection is estimated to average 30 minutes per rasponse,
including the time to review instructions, search existing data resources, gatier the data needed, and complete and review the information collaction. If you have any comments
congerning the aceyracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: Reports Clearance Officer, Baftimars,
Maryland 21244-1850,

Form CMB-R-0235A (03/06) EF 03/2006 1




